JACC tier0 at peak exercise. PkVOP correlated with percent change in heart rate after anaerobic threshold in groups A (rxO.45, p=O.O07) and Bn (r=O.67, p<O.OOl) 
Results In all study pts, the mean QTd and JTd were 66i31 and 62i32 ms, respectively.
In pts with LVEF<25%, heart rare was significantly higher (PcO.0001) and QT was significantly shorter (~25% (66+31 Y 66i31 ms). No significant difference in QTd was found between pts with and without NYHA class III-IV either (67i31 Y 64f32 ms). QTd was not correlated with LVEF (r= -0.0004) or NYHA (r= -0.04). During follow-up (54til53 days), 119 (12%) pts died of cardiac cause (CD), including 59 (6%) sudden death (SD). A prospective cut-off value at QTd>60 ms failed to identify pts with CD or SD, while significantly more patients with LVEF<25% died of CD than those with LVEF>25% (16% v II%, p=O.O45). There were no significant differences in age and NYHA functional class between IHD and IDC. More male (75% v 62%. p=O.OOS) and higher LVEF (31.6k6.6 v 26.2+7.1%, p<O.OOl) were found in IHD than IDC. The mean QTd in IHD were similar to IDC (66+32 v 67i27 ms) and it was not related to mortality at all. The frequency of CD or SCD were not significantly different in IDC and IHD (II%, 6% v 13%, 6%, respectively, p=NS). In both IHD and IDC, a QTd >60ms failed to predict CD or SCD. The results remained unchanged when JTd was analysed in the same manner.
Conclusions
In this ELITE II substudy, QTd (and JTd) was neither associated with len ventricular function. nor with aetiology of heart failure. Reduced LVEF remains a slgnificant predictor of CD but increased QTd did not predict mortality irrespective of aetlology of HF.
